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ABSTRACT
Improving the quality of healthcare involves collaboration between many different stakeholders.
Collaborative learning theory suggests that teaching different professional groups alongside each other
may enable them to develop skills in how to collaborate effectively, but there is little literature on how this
works in practice. Further, though it is recognised that patients play a fundamental role in quality improve-
ment, there are few examples of where they learn together with professionals. To contribute to addressing
this gap, we review a collaborative fellowship in Northwest London, designed to build capacity to improve
healthcare, which enabled patients and professionals to learn together. Using the lens of collaborative
learning, we conducted an exploratory study of six cohorts of the year long programme (71 participants).
Datawere collected using open text responses from an online survey (n = 31) and semi-structured interviews
(n = 34) and analysed using an inductive open coding approach. The collaborative design of the Fellowship,
which included bringing multiple perspectives to discussions of real world problems, was valued by
participants who reflected on the safe, egalitarian space created by the programme. Participants (healthcare
professionals and patients) found this way of learning initially challenging yet ultimately productive. Despite
the pedagogical and practical challenges of developing a collaborative programme, this study indicates that
opening up previously restricted learning opportunities as widely as possible, to include patients and carers,
is an effective mechanism to develop collaborative skills for quality improvement.
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Introduction
A range of professional and patient perspectives are required to
improve quality in healthcare (Berwick & Nolan, 1998; Ferlie &
Shortell, 2001). A key feature of quality improvement initiatives
is facilitating dialogue between groups from different back-
grounds (Busari, Moll, & Duits, 2017; Dückers, Groenewegen,
& Wagner, 2014; Mittman, 2004; Schouten, Hulscher,
Everdingen, Huijsman, & Grol, 2008) and promoting interpro-
fessional education which encourages learning between these
groups (Anderson, Gray, & Price, 2017; Batalden & Davidoff,
2007; Weggelaar-Jansen, Van Wijngaarden, & Slaghuis, 2015).
This learning involves both the ‘technical’ skills of quality
improvement, for example learning tools such as process map-
ping and PDSA cycles; and the ‘social’ skills, for example
influencing, problem solving, empathy needed to create and
sustain improvements (Godfrey, 2013; Godfrey, Andersson
Gare, & Nelson, 2014; Lucas & Nacer, 2015). There is little
literature however on how interprofessional learning helps
develop skills in quality improvement.
Further, the literature on patient involvement in research
and healthcare improvement (e.g. shared decision-making) is
growing (Domecq et al., 2014; Gibson, Britten, & Lynch, 2012;
NIHR, 2015; Prey et al., 2014). There is emerging evidence
examining how and why patient involvement benefits service
improvement, such as ensuring that the questions addressed
in service improvement research matter to patients (Barber,
Beresford, Boote, Cooper, & Faulkner, 2011; Pizzo, Doyle,
Matthews, & Barlow, 2015; Staniszewska et al., 2011), and
how patients may be involved in quality improvement pro-
grammes (Gibson et al., 2012; Ocloo & Matthews, 2016;
Renedo, Marston, Spyridonidis, & Barlow, 2014). However,
there are few examples of how patients can learn with
professionals.
We contribute to addressing these two gaps by reporting
on a study of a quality improvement educational programme
(the Fellowship hereafter), using the lens of collaborative
learning,1 which examines how learners benefit from a
range of perspectives on their understanding of real world
problems (Bouillion & Gomez, 2001). The Fellowship is
designed to build capacity and capability in quality improve-
ment and leadership in healthcare and is part of the English
National Institute for Health Research Collaboration for
Leadership in Applied Health Research and Care
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Northwest London (NIHR CLAHRC NWL) programme,
which is funded to conduct applied health research and
support the translation of research evidence into practice in
the English National Health Service.
The Fellowship is a novel empirical case as it is designed for
patients and healthcare professionals to learn together. It is a one
day per week, year-long programme with 12–15 participants in
each cohort. The Fellowship is modelled on collaborative learn-
ing theory, which suggests that social interaction is an integral
part of learning and multiple perspectives strengthen this pro-
cess. Therefore, participants on the Fellowship programme are
drawn from different backgrounds, including patients and dif-
ferent professional groups who have varying seniority, research
interests, and educational attainment.
The aim of this article is to analyse how a collaborative
learning approach (the Fellowship programme) can sup-
port interprofessional and patient learning in quality
improvement.
We firstly review the literature on collaborative learning
and interprofessional education, before outlining the back-
ground to the Fellowship and its curriculum. We detail how
the study was conducted, including data collection and ana-
lysis. We then present key findings of the evaluation and
discuss how these contribute to our understanding of colla-
borative learning processes, and the pedagogical challenges of
this type of programme. We conclude by discussing how this
kind of approach has potential benefit to professionals and
patients learning together to improve healthcare.
Background
Healthcare professionals have an obligation not to work in
uniprofessional groups in order to provide the best patient care
(Brandt, Lutfiyya, King, & Chioreso, 2014; Irvine, Kerridge,
McPhee, & Freeman, 2002; Reeves, Palaganas, & Zierler, 2017;
West et al., 2016), but professional boundaries delineating dif-
ferent work practices (e.g. between medical and nursing care)
may prevent this (Powell & Davies, 2012; Toiviainen & Kira,
2017). Over the last decade, healthcare workers have experienced
policy and organisational drivers (e.g. increase in non-medical
prescribing practices) to encourage them to step out from tradi-
tional ‘silo’ roles towards a more interprofessional environment
to improve quality of care. To encourage this, educating different
professional groups together may support frontline staff to
develop capacity and capability to work interprofessionally (e.g.
Barr, Helme, & D’Avray, 2011; Becker & Schell, 2017; Caley,
2006; Jackson, 2006; Olson & Bialocerkowski, 2014; Pollard,
Miers, & Thomas, 2010).
Further, interprofessional working is a key element of
successful approaches to quality improvement (Berwick &
Nolan, 1998; Carter, Garside, & Black, 2003). Drawing multi-
ple disciplines together to share knowledge is an effective
method of levelling hierarchy and empowering staff at all
levels to make change (Fletcher, Whiting, Boaz, & Reeves,
2017; Shojania, McDonald, & Wachter, 2004). Efficient
healthcare delivery is not merely about competence in skills
but also in capability to effect service improvement (Plsek &
Greenhalgh, 2001). To be effective, education should not
simply offer information but an environment and process
that enables students to develop sustainable capabilities that
they can take across their constantly evolving roles and orga-
nisations in healthcare (Fraser & Greenhalgh, 2001).
Collaborative learning may be a useful lens to consider how
to enact this in practice and assist in understanding how
interprofessional education may support learning in quality
improvement.
Collaborative learning theory and interprofessional
education
Collaborative learning theory (CLT) is an umbrella term for a
group of pedagogical approaches which involve joint scholarly
effort by learners and instructors together (Andriessen, Baker, &
Suthers, 2013; Delucchi, 2006; Vygotsky, 1997). Building on the
work of Russian psychologist Lev Vygotsky, who suggested that
social interaction plays a key role in cognitive development and
effective learning, collaborative learning approaches focus on
how learners benefit from a range of perspectives on their
understanding of ‘real world’ problems, rather than adopting a
traditional didactic model.
Collaborative learning theory is underpinned by a social
constructivist ontology—the physical and symbolic tools that
facilitate interaction cannot be detached from the rich social
context in which the learning is taking place (Brown, Collins,
& Duguid, 1989; Wertsch, 1993). Learning is seen essentially
as a social phenomenon rather than individual one, where
interaction constitutes a key part of the learning process
(Donato & McCormick, 1994; Lantolf & Pavlenko, 1995;
Lantolf & Thorne, 2006). Complex contexts, such as health-
care, encourage students to practice and develop higher order
reasoning and problem-solving skills (Grabinger & Dunlap,
2016; Greenhalgh, 2001).
One of the main tenets of collaborative learning is that
what a learner can achieve alone and what a learner can
achieve with appropriate guidance, encouragement, and peer
support are inherently different (Wassa, Harland, & Mercera,
2011). This builds on Vygotsky’s concept of the Zone of
Proximal Development (ZPD), which suggests that each indi-
vidual has within them a ZPD to their initial zone of under-
standing (Vygotsky, 1987). Where a difficult problem may be
challenging for an individual alone, discussing that problem
with an experienced instructor or peer can stretch the learner
beyond their individual zone of ideas and competence and
‘scaffold’ (or encourage) them to open their mind to new ways
of doing things, thus expanding their initial zone of
development.
A collaborative learning approach encourages learners to
work together to search for understanding by examining
problems and discussing solutions to them (Gwee, 2009;
Vince, 2004). Collaborative learning activities can vary widely,
but most centre on a learner’s exploration or application of
the educational material with others, not simply the instruc-
tor’s presentation or explanation of it (Trimbur, 1989). In
practice, this involves learners working in small groups to
discuss presented material and the application of this in the
real world. This approach is often enhanced by participants
with a range of perspectives (such as different professional
roles) and applying these to the same issue.
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The collaborative learning literature reflects what is known
about successful interprofessional education (Barr, Koppel,
Reeves, Hammick, & Freeth, 2005). The concept of social
learning, of learning better together, of learning more through
being exposed to different perspectives, is reflected in both
collaborative learning theory and the interprofessional educa-
tion literature (D’Amour & Oandasan, 2005; Jones & Issroff,
2005; Reeves et al., 2017). The application of collaborative
learning theory in practice has focussed on particular techni-
ques which facilitate social learning. These include small
group work, peer problem-solving discussions, and learning
within a real world context (Barkley, Cross, & Major, 2004).
These techniques are also commonly seen in interprofessional
education programmes. For example, in a systematic review
examining the nature and impact of interprofessional educa-
tion Ooandasan and Reeves (2005) identify the different stra-
tegies employed in its delivery. These include small group
learning, curriculum content, and the role of faculty (as facil-
itator rather than ‘expert teacher’).
Fellowship programme
The Fellowship was designed using the principles of colla-
borative learning and contained the key features of effective
interprofessional education programmes.
Small group learning
Face-to-face learning was conducted one day per month over
the course of each cohort (12 days in total). Eight of these
days were delivered as small group interactive workshops with
the Fellowship cohort, an accepted learning format for knowl-
edge exchange skills (Holmes, Schellenberg, Schell, & Scarrow,
2014). Workshops were tailored to the needs of the cohort
and made relevant to their setting and topic area and partici-
pants facilitated sessions in their areas of expertise, developing
their presenting and leadership skills. The other four face-to-
face days were held at larger events, where 100–150 delegates
from across the wider NIHR CLAHRC Northwest London
programme came together to learn with national and inter-
national quality improvement researchers, as well as profes-
sionals from other teams working in quality improvement
projects.
Curriculum
The Fellowship curriculum was a spiral model (Bruner, 1977),
where participants conducted quality improvement projects in
their workplace and brought their real life challenges to monthly
Fellowship meetings (see Box 1 for detail on the quality improve-
ment curriculum). Following peer discussion, participants would
then take potential solutions back to their settings. Discussions
were modelled on the action learning set methodology (Vince,
2004). This model worked well for participants, scaffolding
(supportively stretching) their problem-solving skills into their
ZPD (Vygotsky, 1978) and enabling them to develop their
competencies each time they solved a problem with support.
The Fellows worked on a range of improvement projects, in
a wide variety of contexts, for example the development of a
preparation programme for cancer patients undergoing surgery
and improving hearing loss awareness in care homes. The
projects have a range of outputs including a number of peer
reviewed publications (e.g. Staveley & Sullivan, 2015) to patient
information films (e.g. Lee, 2017).
Role of faculty
The Fellowship faculty acted as facilitators for learning
rather than as ‘expert teachers’ (Kagan & Kagan, 1994).
Approximately 70% of the education sessions in each cohort
were facilitated small group discussions or action learning
sets where faculty asked open questions and encouraged all
participants to share their perspectives on the issues raised in
discussion. Given the diverse backgrounds of participants,
facilitators developed skills while ensuring that a single voice
did not dominate the groups, and that all had a chance to
speak. The remaining 30% of sessions were more traditional
didactic teaching to share content of particular quality
improvement methods. Participants were also offered indi-
vidual mentorship outside of the group sessions to help them
work through their project plans.
Methods
We conducted an exploratory study with the first six cohorts
of the Fellowship programme.
Data collection
Data were collected from 65 of the total of 71 fellows partici-
pating in the programme between 2010 and 2015 (Table 1).
Six fellows declined to take part in the evaluation, all
Box 1. Details of the Fellowship design and curriculum.
A total of 71 fellows from a range of professional and patient
backgrounds have completed the programme (2015–2016) with
each annual cohort having 13–15 participants. Cohorts one, two, and
three ran for nine months and cohorts four, five, and six ran for
12 months. In 2012, consistent with the broader principles of patient
engagement and involvement in quality improvement, patients were
actively encouraged to apply to the programme and from 2012
(cohort 3), each cohort has had at least two patients as part of the
programme.
Each fellow committed one day per week to the programme (one day
per month as ‘protected’ group training days and three days per
month project based learning). Each fellow received a bursary to
support a work-based improvement project, personal development,
and a study visit to a centre of excellence.
The curriculum was based on the academic literature of quality
improvement and the practical experience of faculty staff in working
with teams to deliver improvements in healthcare. The curriculum
was designed to enable participants in the programme to
understand the robust academic evidence available and apply this to
their workplace.
The curriculum comprises three main elements:
1) Quality Improvement tools and techniques, such as the Action
Effect Method (Reed, McNicholas, Woodcock, Issen, & Bell, 2014) and
Plan Do Study Act cycles (Taylor, McNicholas, Nicolay, Darzi, & Bell,
2014);
2) Leadership, including transactional, transformational and
engaging theories of leadership; leadership styles; and coaching and
time management skills (Godfrey, 2013);
3) Peer-to-peer learning and support (participants have time to share
ideas, ‘real world’ problems and learn from other professionals and
patients).
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participation was voluntary. Data were collected using two
methods (semi-structured interviews and online survey open
text responses).
Semi-structured interviews
Semi-structured interviews were considered the most appropri-
ate and effective method to enable participants to provide an in
depth account of undertaking the Fellowship (Barriball & While,
1994). 34 interviews were conducted with a subset of participants
from the Fellowship (cohorts 1–4) by an independent researcher
(LP) not involved in the development or delivery of the
Fellowship. Each participant was provided with a written over-
view of the study. A face-to-face one hour interview was sched-
uled. Each participant was emailed an information sheet,
reviewed in person prior to the start. All informants signed a
consent form acknowledging their willingness to participate, be
digitally audio recorded, and anonymously quoted. Participants
were asked to describe their experience of the programme
including impact on their skills, group dynamics, and practical
challenges.
Online survey open text responses
Online free text response surveys were distributed at three
time points in each Fellowship cohort (after induction, at the
mid-point and as participants completed the programme).
The evaluation forms were administered by the faculty of
the programme and fellows completed them online anon-
ymously using the Qualtrics electronic questionnaire platform.
Each participant was assigned a code which ensured anonym-
ity and confidentiality.
Data analysis
The analysis process had two broad stages. Firstly, data from the
semi-structured interviews were transcribed and analysed induc-
tively by one of the authors (LP) using an open coding approach
(Strauss & Corbin, 1990). This process involved organising the
data in order to establish patterns, critical themes, and meanings
within the data, using this to develop conceptual categories, which
fed into broader themes to order and summarise the data (Ritchie,
Lewis, McNaughton Nicholls, & Ormston, 2003). LP developed
the coding structure and themes, which were reviewed and sense
checked by two other authors (JB and RRM). Secondly, RRM
analysed the survey free text responses deductively using these
broad themes and inductively to identify any further themes not
present in the interviewdata.Nonew themes emerged at this stage.
NVivo software was chosen explicitly to aid coding and sharing of
coding files across three different work sites. LP and RRMmet to
ensure thematic saturation and determine the final overarching
themes from both data sets. The refinement of the themes was
conducted by a process of reading and re-reading across interview
transcripts and open text survey responses checking for variability
and consistency, as well as reference to the relevant literature and
consultationwith the research team. The themeswe present in this
article specifically contribute to the collaborative learning and
interprofessional education literature.
Ethical considerations
The study was approved by Central London Research Ethics
Committee 1 (REC approval number 09/H0718/35) and the
participating NHS organisations.
Results
Three inter-related themes helped inform our understanding of
how a collaborative learning approach may support interprofes-
sional education for quality improvement. Firstly, participants
appeared to value multiple perspectives, including patients’ per-
spectives, and reported that the Fellowship design, particularly
the small group learning, enabled them to be honest in discus-
sions about the curricula and how it applied to their quality
improvement practice. Secondly, participants reflected that,
within this participatory space (mental as well as physical), the
discussion of their ‘real world’ problems in improving healthcare
with fellows from a variety of backgrounds was beneficial to their
learning. Thirdly, participants found this process novel, and
challenging, yet ultimately beneficial to their learning, challen-
ging their assumptions and inviting them to step out of their
comfort zone.
Multiple perspectives
Participants reflected that the Fellowship provided a colla-
borative and participatory space, and appeared to value the
multiple perspectives of the group. Participants appeared to
benefit from identifying the common problems they encoun-
tered undertaking quality improvement work, despite the
different environments they were operating in. As described
in the data extracts below:
The great thing about the fellows was meeting each other and
learning from each other and having that support (Manager,
Survey)
It is amazing that so many of the experiences encountered by each
can be found in the diverse and wide ranging contexts of the other
fellows (Other professional, Survey)
The diverse nature of the Fellowship also helped partici-
pants develop a richer understanding of other roles and
Table 1. Background of Fellowship participants.
Participant group
All cohorts
2010–2015
Interviews
2010–2013
Evaluation
form
completed
2010–2015
Professional fellows
1. Doctor 14 7 8
2. Manager 13 8 3
3. Nurse 8 4 3
4. Public health professional 6 4 0
5. Researcher 5 3 5
6. Pharmacist 3 2 2
7. Physiotherapist 3 1 1
8. Psychologist 3 1 1
Other professional roles including:
Dietician, Commissioner,
Audiologist, Speech & Language
Therapist, Industry
6 2 2
Patient and Carer fellows 10 2 6
Total 71 34 31
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perspectives. This appeared to diminish perceived profes-
sional and lay hierarchies:
I was pleased it was such a mix. It gives you a broader under-
standing of other roles.. . .. because working in the organisation
you don’t get a chance to be so multidisciplinary with them but
also to be an equal with them. (Nurse, Interview)
The diversity of backgrounds and experiences of fellows cre-
ated an environment which was different from their working
contexts. This change of environment appeared to enable
participants to more positively engage with the learning mate-
rial and to move away from focusing negatively on problems
within their day or day settings:
Just completely different people. It made it much more interesting
and you don’t wander down those hideous ‘oh pity me, my life’. If
you are all working in an acute hospital you have such a shared
culture then you can just moan. Whereas listening to other people
from different backgrounds it was more interesting (Manager,
Interview)
This change of environment was enhanced by the inclusion of
patients in the Fellowship, which was new to many profes-
sionals taking part in the programme. Participants reflected
that this feature of the Fellowship was particularly influential
in learning about quality improvement:
The fellowship was useful, was absolutely transforming my
approach to working in partnership with patients and carers.
Absolutely transformed it’ (Manager, Interview)
Patient participants identified particular challenges relating to
identity and representation in a traditionally professional
oriented environment:
My only concern about patient involvement in service improve-
ment is that patients tend to be self-selecting and their views may
not be representative of the whole population of patients. Though
overall I believe that patient involvement is a good thing. (Patient,
Survey)
Participants reflected that the patient fellows brought not only
their experience as a service user but also their own distinct
professional backgrounds (e.g. from industry) which benefited
the group. For example,
Good to have patient with a different job role from industry . . ..
his level of knowledge of things you would be blown away. He
used to work in construction so he had this whole extra additional
knowledge that was very valuable. (Doctor, Interview)
However, some participants perceived that the variety of
contributions and perspectives within the group also led to
modified behaviours which may have been detrimental to
learning:
What we [patients] found with other people was that they actually
over –compensated rather than anything else. So rather than shun-
ning us they actually became frightened of what to say - they
[healthcare professionals] became frightened of communicating
(Patient, Interview)
The role of Fellowship faculty in acting as facilitators to
discussion rather than as ‘expert teachers’, and in ensuring
participants felt able to share common experiences in an
egalitarian fashion, was acknowledged:
Everyone comes together with viewpoints and through discussion
move more together with understanding and developing of views
and opinions. (Doctor, Interview)
Working alongside other fellows as an equal has been life chan-
ging for me (Patient, Survey)
The Fellowship appeared to serve its designed purpose in
enabling collaborative learning by attempting to level hierar-
chy and successfully bringing together a range of professions
and patients, enabling them gain understanding of how to
make improvements to healthcare in complex contexts.
Discussing real world problems
The second (related) finding was that participants appeared to
benefit from one of the key features of collaborative learning,
that of discussing real life problems to guide understanding.
Participants reflected that these real world discussions were
challenging but beneficial to their learning:
I found it really annoying that there were a lot of issues. . .. So, I
was having these conundrums when I was meant to be learning
about leadership. If I am honest I found that really annoying. I am
not saying it is a bad thing .. . .. (Doctor, Interview)
The fellowship gave us the opportunity to meet people in very
different jobs . . . so people that were patient representatives, people
that were doctors, all sorts of people. So it was really different people
coming together but understanding that we all have the same kind of
things we are interested in. . .. (Manager, Interview)
Participants noted that the Fellowship provided them with a
safe environment in which to deal with complex and sensitive
problems they were dealing with on a daily basis in their
quality improvement efforts, and work with other learners
to discuss possible solutions to issues they were facing:
Establishing a secure, close-knit group where feelings can be
openly expressed without any concern about recriminations, etc.
There is a genuine warmth to the group which I don’t believe I’ve
experienced within any other network. (Patient, Survey)
This appeared to be particularly true for patient fellows:
[The fellowship gave a] broader perspective and understanding
and how we could help to improve the health service and make a
difference (Patient, Interview)
Particularly our group having. . .. patient representatives was a
really positive experience and for me they challenged everything,
which was great. (Manager, Interview)
The discussion of real world problems in a facilitated, colla-
borative way where patients and professionals felt comfortable
expressing their views appeared to be beneficial to their learn-
ing, particularly in relation to the social aspects of improve-
ment work.
Challenges of collaborative learning
The third main theme related to the challenges of collabora-
tive learning within an interprofessional setting. In particular,
participants reflected that the interprofessional nature of the
Fellowship groups sometimes led to difficult discussions:
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The mix of the individuals and their commitment was good . . .
but there were strong characters there (Public Health Manager,
Interview)
Participants also reflected on the challenges involved in
including patients in a learning programme:
That was an odd old thing [inclusion of patients]. On a personal
level we got on extremely well with them. . .. They were very vocal.
They were expert patients if you know what I mean and they
really were champions of patient involvement. But I think it
sometimes pulled it all too far that way and they would sometimes
take offence at things that were said. (Nurse, Interview)
However, participants (both professional and patient fellows)
went on to suggest positive aspects of the inclusion and that
some of the difficulties experienced and outlined above can
prove beneficial in retrospect:
On the one hand they [patients] were a blessing to the group and I
think they taught us things. . . . It forced us to think about it
properly and not to play lip service and it made us feel uncom-
fortable which may be a good thing. (Nurse, Interview)
What they [healthcare professionals] learnt very very quickly and
was brilliant for us [patients] to see was that as soon as [they] said
we need to do this we kept on saying what about the patients?
Shouldn’t they be doing it with you? And within about a month of
us starting to say that it pretty much everybody in the group was
saying what about the patients? And going to meetings and
standing up for us. So for us it was brilliant. (Patient, Interview)
Some participants reflected that they were initially uncomfor-
table with the diversity of the groups, but that this view
shifted over the course of the Fellowship programme and
participants came to value this diversity.
Discussion
The findings from this study illustrates the benefits and chal-
lenges of collaborative learning in an interprofessional educa-
tion programme (Anderson et al., 2017; Barr et al., 2011;
Becker & Schell, 2017; Bruner, 1977). Overall, participants
appeared to value the process of learning together and dis-
cussing ‘real world’ problems. The inclusion of patients in the
Fellowship programme brought even more diverse perspec-
tives to the problem or subject being studied, beyond what
might be expected when only professionals came together.
This appeared to make the learning more challenging, yet
ultimately productive (Andriessen et al., 2013; Brown,
Roediger, & McDaniel, 2014; Busari et al., 2017).
The Fellowship appeared to serve its designed purpose in
bringing together a range of professionals and patients to learn
from one another and develop skills in quality improvement,
through the practical application of collaborative learning tech-
niques such as facilitated small group work (Brandt et al., 2014).
The multiple perspectives brought during the interprofessional
education programme appeared to be empowering to partici-
pants, to assist them in understanding the complex context of
healthcare (Plsek & Greenhalgh, 2001) and make improvements
within their settings. Over the period of the Fellowship pro-
gramme, participants gradually moved away from traditional
groups and labels and the cohorts became groups of peers, rather
than placing emphasis on different professional backgrounds.
The findings of this study indicate how involving patients
as equals with professionals in a learning programme can
benefit participants by providing a rich context in which
many perspectives are brought to develop solutions to ‘real
world’ problems. This contributes to our understanding of
how collaborative learning can support quality improvement
in healthcare and leadership. The patient perspective adds to
the ‘rich context’ which is integral to social learning (Brown
et al., 1989). This context included challenge for both partici-
pants and faculty facilitators.
The potential challenges participants faced to make sense
of new concepts and work with new, unexpected methods and
people within the Fellowship became a productive struggle
encouraging them to try new things, take a new perspective
and step beyond their comfort zone. Part of the social learning
of the Fellowship group was that they ‘problem solved’
together, learning as much from each other as they did from
faculty on the programme (Chalkin, 2003; Vygotsky, 1978).
The participatory nature of the Fellowship (Renedo &
Marston, 2014) was valued; the process of bringing the
group together both shapes and is shaped by the group. The
flattened hierarchy enabled a range of professions and
patients to join as equal voices (Berwick & Nolan, 1998).
This was achieved by faculty facilitation ensuring clear set
ground rules and management to prevent one voice (patient
or professional) from dominating the groups. The Fellowship
appears to be an example in practice of the concept of social
learning, of learning better together, of learning more through
being exposed to different perspectives (D’Amour &
Oandasan, 2005; Fletcher et al., 2017; Jones & Issroff, 2005).
This helps our understanding of how collaborative learning
theory can support interprofessional education, with the
Fellowship being a pragmatic example of how both collabora-
tive learning and interprofessional education can benefit qual-
ity improvement efforts within healthcare (Barr et al., 2005;
Oandasan & Reeves, 2005; Shojania et al., 2004).
In bringing together a diverse range of individuals, the
Fellowship faculty faced a number of pedagogical challenges
to ensure that all participants gained what they needed from
the Fellowship. These fell into two themes: 1) the diversity of
formal educational attainment, and 2) the diversity of experi-
ences and perspectives.
Firstly, the pedagogical challenge of bringing together indi-
viduals with a wide ranging set of educational levels required
thoughtful planning. Some fellows had completed PhDs, or
had years of experience in their careers; others had little
formal education or were newly qualified and therefore a
range of facilitation techniques were used to ensure that
participants all felt on a level playing field in terms of con-
tribution and attainment. These techniques included finding
common ground, by discussing subjects outside of healthcare,
as well as ensuring that all participants were able to contribute
to discussions. The curriculum of the programme, quality
improvement, itself advocates techniques to flatten hierarchies
and problem solving, thus enabling ‘double loop learning’
(Argyris, 1991) within the participant groups.
Secondly, as the findings suggested, Fellows brought a
diverse range of perspectives. In some cases, the nature of
these backgrounds and the topics discussed led to often
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heated debate, which participants reported they found diffi-
cult but ultimately very valuable. These discussions required
active management by Fellowship faculty. Faculty developed
skills in managing these situations by acknowledging con-
sciously that the process may be challenging yet productive,
and actively managing expectations on this issue.
This study has three main areas of limitations. Firstly, the
research has concentrated on participants’ self-reported percep-
tions of the programme through surveys and interviews, rather
than independent observations of the interactive Fellowship ses-
sions. Participants also volunteered to engagewith the programme
and therefore may be generally more open to collaborative learn-
ing approaches. Secondly, several authors are actively involved in
facilitating the Fellowship programme and therefore had the
potential to have bias in conducting this study. This risk was
mitigated by having researchers independent to the Fellowship
conduct the interviews and analysis. Thirdly, there are limitations
on the generalizability of the research due to the small sample size,
and that the data were gathered from a single setting.
Concluding comments
This study has indicated that a collaborative learning approach,
where patients and professionals learn together, is effective in
developing skills in quality improvement. There are real benefits
to patients andprofessionals learning together on a formal training
programme. Of particular benefit is the ability of individuals to see
the day-to-day real world problems they face from a number of
different perspectives whichmay not confer with their world view.
This may be a challenging process but one that appears ultimately
rewarding to participants. Our case indicated the potential value in
opening up previously restricted learning opportunities as widely
as possible, including patients and carers. Further cases, and
empirical research, are needed to further inform this under
explored and potentially beneficial area. Specifically, further
research is needed into the processes by which learning occurs,
such as through observational work of the interactive sessions, and
by analysing how participants interact outside of these sessions
(e.g. through social network analysis). In addition, further work is
needed to evaluate the impact of the programme on participants
and their work in quality improvement following the Fellowship,
thus improving our understanding of how collaborative learning
can contribute to quality improvement processes in healthcare.
Note
1. We use the term ‘collaborative learning’ rather than ‘interprofes-
sional learning’ throughout (except when referring to specific
literature) to reflect working and learning relationships not only
between a range of professionals but also patients, carers and
members of the public with interests in improving healthcare
services.
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